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Abstract
Background: Not much is known about emergency care delivered in patients’ homes or other out-of-hospital
settings. This study aims to describe out-of-hospital emergency staff’s experiences of encountering and counseling
patients and their family members.
Methods: A descriptive cross-sectional design was applied. Data were collected from a hospital district in Finland
from emergency care staff via an electronic survey questionnaire specifically developed for this purpose (N = 142
reponse rate 59%) and analyzed using descriptive statistics.
Results: Respondents succeeded in encountering (up to 3.88/4) and counseling (up to 3.89/4) patients and family
members. Challenges were related to introducing themselves to family members (3.20/4), to interacting with patients
from different cultures (3.38/4) and to allowing family members to be present in care situations (2.29/4). Providing
emotional support (2.56/4), especially to family members, and confirming (3.16/4) and ensuring continuity of care
instructions (3.00/4) were found to be challenging.
Conclusions: High-level counseling in acute out-of-hospital situations demands that care providers can put themselves
into the patient’s and family’s situation, ensure follow-up care and provide care instructions to both patients and
families. The presence and participation of family members is essential in acute care situations outside hospital contexts.
Ensuring that these contents are included and practiced during basic and continuing emergency care education for
nurses and other emergency staff is crucial for developing counseling practices.
Keywords: Out-of-hospital emergency care, Counseling, Patients, Family members
Background
In-hospital emergency care has been, in contrast to
out-of-hospital emergency care, extensively studied in
the past few years. Research has focused on counseling
[1, 2], information giving, the presence of family mem-
bers [3], staff ’s coping with fears [4] and staff ’s clinical
skills [5]. It has been shown [2] that both patients and
their families appreciate the presence of family members
at the emergency unit as an important part of care; more
than 90% of patients and family members have been
found to agree with the importance of having family
members present at the unit. According to a follow-up
study conducted in an emergency department [2], it is
crucial to systematically develop possibilities for the
presence of family members as an integral part of good
care and counseling.
The presence of the patient’s family is even more pro-
nounced in acute situations which occur outside the
hospital, before or without transportation to the hospital
emergency unit. Family members of the acutely ill per-
son are very often present and the ones who call the am-
bulance. In such situations, success in encountering and
counseling patients and families is a starting point for
the care process and crucially important to ensure good
quality care.
This study focuses on the emergency care process in
the patient’s home or other non-clinical setting, from
the viewpoint of encountering the patient and family
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members present in the situation. There is no earlier re-
search evidence on the topic. The following paragraphs
summarize research evidence about encountering and
counseling patient and families in similar short acute
care situations in clinical settings.
High quality counseling given in emergency circum-
stances has been characterized as one whose contents
meet the patient’s needs and expectations [6], the
family members’ needs for information and support
[7] and also the emergency staff ’s notions of what pa-
tients should know to cope with self-care at home
[8]. It has been proposed that counseling should start
with the patient’s life situation and context [9]. A lit-
erature review on patient and family counseling [10]
suggests that high-level counseling has the following
elements: patient-centeredness and individualization; a
wide variety of counseling methods; provision by vari-
ous professionals; good interaction and high quality
provision of information.
Family members have been reported to expect infor-
mation about the patient’s situation to be able to keep
up to date and assist the patient, both in the acute situ-
ation at the emergency unit, but also afterwards during
self-care at home [6]. Investigators have revealed, for ex-
ample, that family members expect information about
the patient’s illness, examinations, pharmacological care,
and also about the patient’s current status and prognosis
[11–13]. Some studies [14] have disclosed family mem-
bers’ wish to receive more information about their possi-
bilities to participate in the patient’s care, both in the
acute stage and later at home. As suggested in several
studies, development of interaction between nursing and
other staff and family members is necessary to make
family members’ involvement possible and also to make
it easier for the staff to provide cognitive and emotional
support [15–17].
The presence of family members can make it pos-
sible to develop counseling practices towards more
patient and family-centered discussions and to
deepen the structure and content of counseling. This
would mean a shift from traditional mechanical and
uniform information-giving to patients only towards
information and support provided to patients and
family members together, based on their individual
needs. This type of counseling, carried in the form
of a discussion, considers the patients’ life situation
as a whole. Counseling based on the patient’s life
situation means involving both the patient and fam-
ily members in the care and counseling process, ac-
cording to the family’s current information and care
needs. (cf. [18]). This is possible also in short-term,
acute care situations occurring in emergency care
outside the hospital setting, provided that the action
is well-planned [10, 18].
As previously stated, not very much is known about
out-of-hospital emergency care, provided in the patient’s
home or any other site of an incident or emergency. In
Finland, emergency medical services are strictly gov-
erned by legislation and practically organized by hospital
districts according to pre-defined service levels. Law also
governs the qualification and competence levels of emer-
gency care providers, who have been trained to assess
the patients’ needs for care and either treat them on site
or transport them to hospital by an ambulance. If neces-
sary, emergency care providers can help arrange alterna-
tive transport to a healthcare unit.
Staff who work in out-of-hospital emergency care have
to independently care for acutely ill patients in need of
urgent care [19]. Advising and counseling patients and
supporting them throughout the acute situation are es-
sential elements of the work [20]. A study proposes that
to be able to assess patient status and needs for care,
care providers working in out-of-hospital settings
require situational sensitivity, as well as ability to make
independent decisions and implement care in rapidly
changing circumstances. Nursing staff also need to be
able to cope with challenging interaction situations and
work in unfamiliar environments [20].
It follows from the above that there is a genuine need
to develop out-of-hospital emergency care by encour-
aging family presence and more patient and family-
centered counseling as an important part of the care.
More effective care, delivered in the patient’s home or
other setting outside hospital, will improve quality and
possibly cut down on care expenditure [21, 22].
This study is part of a larger research project deal-
ing with statistical modeling, evaluation and follow-up
of out-of-hospital emergency care, including staff ’s
clinical skills as well as encountering and counseling
of patients and families. The project incorporates the
perspectives of staff, patients and family members.
The knowledge derived can be used to systematically
develop the quality of out-of-hospital emergency care
of a very broad mixture of acute situations following
emergency calls, and to make the care more family-
centered.
This paper presents baseline data, aiming to describe
out-of-hospital emergency staff ’s experiences of encoun-
tering and counseling patients and their family members
in acute situations, and seeking to answer the following
research question: How do out-of-hospital emergency
staff encounter and counsel patients and their family
members in acute care situations? While this paper pre-
sents staff ’s experiences, the ultimate aim is to use the
knowledge to better meet patients’ needs and expecta-
tions and family members’ needs for information and
support. This forms the basis of high-level encountering
and counseling.
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Methods
Data were collected by electronic questionnaires sent to
all emergency staff members (N = 238; 125 registered
nurses and 113 others: emergency medical technician/
hospital & ambulance attendant or practical nurse) of a
hospital district in Finland in 2014. The hospital district
represents a rather typical setting in the Finnish health-
care system. It provides advanced medical care services,
including emergency care, for a geographical region. The
hospital district under study serves a population of
approximately 200, 000. The electronic questionnaire
was pre-tested in a pilot study (N = 17) in June and July.
As no amendments were required, the results of the
pilot study were included within the major results,
obtained in autumn 2014. The number of responses was
125 combined with the 17 pilot study responses, or a
total of 142. The response rate was 59%. The research
project obtained all the relevant research permissions
and ethical approval from Pirkanmaa Hospital District
Ethics Committee (no. R13164H). The participants were
recruited voluntarily, based on their informed consent.
Instrument
The questionnaire was specifically developed for this
study. To achieve the best possible inter-rater reliabi-
lity, a group of experts including emergency care
leaders, emergency staff, an emergency care teacher
and researchers contributed to the questionnaire
design. The instrument was based on carefully
conducted searches of earlier research and literature
[4, 23–32] on elements discovered in high-level en-
countering and counseling of patients and families.
The instrument was pilot tested to find out how re-
spondents understood the questions and to obtain
feedback for any ambiguous points on the question-
naire. No feedback was received, so there was no need
to change anything. During data collection, respon-
dents first answered background questions (items 1–8)
to provide information about their age, sex, qualifica-
tion, current position and type of employment, as well
as their work experience in the current position and
in emergency care and health service in general. The
background questions were followed by statements
that concerned encountering (10 statements) and
counseling (12 statements) patients and their family
members. A 7-point Likert scale with the following
options was used: 1 = not part of my role definition;
2 = totally disagree; 3 = disagree; 4 = somewhat dis-
agree; 5 = somewhat agree; 6 = agree and, 7 = totally
agree. In addition, staff ’s experiences of counseling
were explored by an open question in which respon-
dents were asked to write what else they would like to
say about encountering and counseling patients and
family members.
Analysis
SPSS (Statistical Package for the Social Sciences) for
windows 22.0 was used for statistical analysis. In regard
to age, respondents were classified into the categories
<25, 25–34, 35–44 and >45 years. They were further
classified as follows: basic or advanced level emergency
care position; registered nurse or other qualification, and
permanent or fixed term work contract. Last, the follow-
ing categories were used for work experience: Experi-
ence in the current position <1.5, 1.5–2.4 and 2.5/
>2.5 years, experience in emergency care and experience
in the health service <3, 3–8 and >8 years.
Responses to the items on encountering and counsel-
ing patients and family members were classified into five
categories as follows: 0 = not part of my role definition; 1 =
disagree or totally disagree; 2 = somewhat disagree; 3 =
somewhat agree; and 4 = agree or totally agree. In the final
printout, 0 or not part of my role definition was classified
as missing information. However, encountering and coun-
seling were naturally included in all respondents’ work; the
whole emergency staff encounter and counsel patients and
their family members. This meant that respondents
responded to questions concerning the topic as a matter of
course. The results were analyzed using frequency distribu-
tions, means, standard deviation, cross tabulation and prin-
cipal axis factoring. When classifying the background
variables it was ensured that there was an adequate number
of observations in each category and that the categories
remained comparable. The overall response rate was 59%
and the respondents were well representative of all age
groups and care provider categories. Very few items
remained unanswered (see Tables 1, 2, 3, 4 and 5), showing
the importance of encountering and counseling as a part of
emergency care.
The chi-square test (×2) was used to examine statistical
associations among variables in cross tabulation. The pur-
pose of principal axis factoring was to examine if the total
variation of the variables actually reflected variation in a
lower number of factors. Cronbach’s alpha was also calcu-
lated to assess the reliability of the sum variables (cf. [33]).
Values > .60 were considered to indicate reliability of the
instrument. Responses to the open question on the devel-
opment of counseling for no-transport situations were
analyzed using inductive content analysis. First, the inves-
tigator read the data carefully to become familiar with it.
The analysis continued by reducing, clustering and
abstracting the data, according to the research question.
The inter-rater reliability was assured within the research
team. One of the team members conducted the basic ana-
lysis, after which the remaining members examined the
original data to verify the analysis. The research team dis-
cussed the results and unanimously agreed that they were
correct. The results of the qualitative analysis were used
to support the quantitative results.
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The demographic data on the respondents are pre-
sented in Table 1. The contents for encountering and
counseling patients and family members are reported
using means in Tables 2 and 4 and percentages in the
text. The contents of the sum variables for encountering
and counseling patients and family members are
presented in Tables 3 and 5, with the respective percent-
ages provided in the text. The comparison between
demographic categories (age, work experience etc.)
showed no statistically significant differences and the
data are therefore not presented. The results for qualita-
tive data are reported in connection with quantitative re-
sults on counseling.
Results
Respondents were 19–58 years old (mean 34) and there
was an equal number of men and women. The majority
(61%) of the informants were registered nurses and the
rest were emergency medical technicians, hospital and
ambulance attendants and practical nurses. Most re-
spondents (75%) held a permanent position, while the
rest had a fixed-term contract. The majority (77%) of all
respondents had less than 2 years’ experience of their
current work (mean 1.9 years). The mean for work ex-
perience in emergency health service in general was
8.3 years (Table 1).
Encountering patients and family members
Almost all (98.5%) respondents agreed with the state-
ment that their work was founded on ethical values.
Similarly, the majority (94%) reported that they planned
each patient contact individually. It was further revealed
that 19% of the informants did not introduce themselves
to patients, and 25% did not introduce themselves to
family members. All respondents replied that they ex-
plained to their patients the reasons for the emergency
procedures. The majority of them agreed fully or to
some extent with the statement that they were able to
put themselves into the patient’s position, whereas 8%
disagreed. Approximately half of the informants marked
the option “totally agree” to report that they attended to
the needs of patients from different cultures; the other
Table 1 Respondent Demographics
Respondents’ background (N = 142) N (%)
Age (n = 142)
Under 25 years old
25–34 years old
35–44 years old
Over 45 years old
23 (16.2)
55 (38.7)
40 (28.2)
24 (16.9)
Sex (n = 142)
Female
Male
71 (50)
71 (50)
Current job (n = 142)
Basic level emergency care
Advanced level emergency care
93 (65.5)
49 (34.5)
Qualification (n = 142)
Emergency Medical Technician/Hospital & Ambulance 56 (39.4)
Attendant or Practical Nurse
Nurse 86 (60.6)
Employment (n = 142)
Permanent
On contract
106 (74.6)
36 (25.4)
Work experience in current position (n = 141)
Less than 1.5 years
1.5 years–2.4 years
2.5 or more
33 (23.4)
76 (53.9)
32 (22.7)
Work experience in health services (n = 140)
Less than 3 years
3–8 years
8 years or more
25 (17.8)
55 (39.3)
60 (42.9)
Table 2 Patient and Family Encounters
Encountering patients and family members Mean Median SD Lowest valuea Highest valuea
My work is based on ethical values (N = 141) 3.88 4.00 0.348 2 4
I plan each patient contact individually (N = 142) 3.70 4.00 0.593 1 4
I introduce myself to the patient (N = 142) 3.20 3.00 0.853 1 4
I introduce myself to the family member (N = 142) 2.99 3.00 0.922 1 4
I explain the patient the reasons for the procedures I carry out (N = 142) 3.87 4.00 0.342 3 4
I am able to put myself in the patient’s life situation (N = 142) 3.63 4.00 0.689 1 4
I attend to the various needs of patients from different cultures (N = 142) 3.38 3.50 0.722 1 4
The presence of the patient’s family member is inconvenient for me in
the emergency care situation (N = 142)
2.29 2.00 1.001 1 4
I make an effort to provide the patient enough information about his/her
current condition (N = 142)
3.84 4.00 0.423 1 4
I make an effort to provide the family member enough information about
the patient’s current condition (N = 142)
3.81 4.00 0.411 2 4
a1 disagree/totally disagree; 2 somewhat disagree; 3 somewhat agree; 4 agree/totally agree
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half disagreed to varying extent. As regards the presence
of family members in care situations, 45% of the infor-
mants found it inconvenient. Over 80% of all respon-
dents agreed with the statement that they made an effort
to provide both patients and family members adequate
information concerning the patient’s status.
Counseling patients and family members
Most respondents (87%) agreed that they had good com-
munication skills. Almost all of them (95%) gave home
care instructions orally and less than 10% gave the in-
structions in writing. Less than half (45%) of the infor-
mants felt that they had adequate time to go over the
home care instructions with patients or family members.
Over 80% of all respondents ascertained that the patient
and family member had understood the instructions.
Approximately one fifth (21%) reported that they had
adequate time to support the patient psychologically in
the emergency care situation, whereas the rest of the in-
formants disagreed. Half of all respondents announced
that they did not have time to support the family mem-
ber psychologically. The majority, however, encouraged
family members to participate in the patient’s follow-up
care and all respondents made sure that patients knew
where to contact in case of further problems. Almost
one third (28%) thought that arranging follow-up care
was challenging.
The qualitative analysis revealed that respondents
found counseling patients a challenging but essential
part of the emergency care situation. Counseling was
considered especially demanding, if staff members could
not be certain that the instructions had been understood
correctly, if the recipients were unwilling to have in-
structions, or if the patient and family member had
different opinions about the no-transport decision.
Respondents wished for more counseling material in
Table 3 Contents of sum variables for encountering patients and family members
Variable Communality Loading % of variance explained Cronbach’s alpha
1. Introducing oneself 18.0 .90
Introducing oneself to the patient .749 .913
Introducing oneself to the family member .882 .813
2. Individual patient contact 16.6 .63
Ethical value foundation .215 .410
Individual planning of the patient contact .323 .544
Putting oneself in the patient’s life situation .350 .556
Attending to various needs of patients from different cultures .393 .594
Explaining nursing procedures to the patient .391 449
3. Providing information 14.8 .60
Providing information about the patient’s condition to the patient .473 .679
Providing information about the patient’s condition to the family member .684 .811
Table 4 Counseling patients and family members
Counseling patients and family members Mean Median SD Lowest
valuea
Highest
valuea
I have good communication skills (N = 142) 3.87 4.00 .362 2 4
I give the patient’s home care instructions orally (N = 142) 3.92 4.00 .378 1 4
I give the patient’s home care instructions in writing (N = 141) 1.43 1.00 .796 1 4
I have enough time to go over home care instructions (N = 141) 3.30 3.00 .808 1 4
I make sure that the patient has understood the home care instructions (N = 141) 3.77 4.00 .526 1 4
I make sure that the family member has understood the home care instructions (N= 141) 3.72 4.00 .539 2 4
I support the patient psychologically (N = 141) 2.74 3.00 .907 1 4
I support the family member psychologically (N = 142) 2.54 2.50 .926 1 4
I provide health education (N = 142) 3.03 3.00 .858 1 4
I encourage the family member to participate in the patient’s follow-up care (N = 141) 3.16 3.00 .782 1 4
I inform patients where to contact in case of further problems (N = 141) 3.89 4.00 .318 3 4
I find arranging follow-up care challenging (N = 139) 3.00 3.00 .985 1 4
a1 disagree/totally disagree; 2 somewhat disagree; 3 somewhat agree; 4 agree/totally agree
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writing and guidelines on how to respond to a re-
peat contact from the same address. Written mater-
ial was required especially for the care of burns,
wounds, fever, flu and gastroenteritis. It was also
suggested that families should be given a general
leaflet on where to contact if the patient should de-
teriorate. Respondents further proposed that the en-
tire population should be better informed of the
nature and purpose of emergency medical services,
especially as regards situations in which an ambu-
lance is or is not required. It was suggested that co-
operation between emergency units and doctors on
call should be intensified and telephone counseling
improved by providing another contact where pa-
tients and families could call when in uncertainty or
need for care instructions. According to the respon-
dents, emergency care staff might benefit from
clearer guidelines for no-transport situations. Some-
times there is no need to transport the patient to
the hospital, but the acute situation can managed on
site. The patient, often assisted by a family member,
can manage at home with help of home care instruc-
tions. Further training on counseling was also
suggested to improve individual counseling of pa-
tients and care providers’ personal counseling skills
in general.
Below is an example of what care providers said about
developing their counseling skills:
“For my own part, I could give more thought to
how I present things to them, and make sure that the
patient understands the situation. I should certainly
pay more attention to finding the right words, instead
of just handing them a piece of paper and wishing
them goodnight.”
Discussion
This study provides valuable insight into emergency staff
experiences from encountering and counseling patients
and their family members within their homes, outside
the usual acute care context. It is often decided that the
patient should not be not transported to hospital, which
poses another special challenge to follow-up care and
counseling. Still, several elements are the same as in any
counseling situation: the importance of successful oral
and written communication, provision of information,
and attending to the circumstances at hand. Attention
given to the individual’s needs, family, life situation and
culture has been found to contribute to good counseling,
as revealed by a literature review [10]. This study indi-
cates that emergency staff need to further develop their
skills in encountering patients and families, and become
better aware of patients’ and family members’ different
needs in counseling, for example of those resulting from
the patient’s cultural background. Care providers can
also be advised to always introduce themselves to pa-
tients and family members. It is possible that the com-
bination of an acute situation and presence of several
people in an out-of-hospital context brings new ele-
ments to encountering and counseling patients and fam-
ilies, if we compare the situation to the work carried out
in hospital circumstances, on terms of the hospital.
Many care providers who took part in this study found
the presence of family members inconvenient in the
emergency situation. Other studies (e.g. [10, 13]) have
confirmed that the family members’ presence can be
challenging, especially if the staff are not aware of the
advantages of family presence or if they do not provide
adequate support or information to the family members.
However, the care providers in this study reported
Table 5 Contents of sum variables for counseling patients and family members
Variable Communality Loading % of variance explained Cronbach’s alpha
1. Psychological support 15.8 .89
Psychological support to the patient .883 .931
Psychological support to the family member .835 .886
2. Understanding instructions 15.2 .83
The patient understands instructions .901 .913
The family member understands instructions .742 .785
Going over instructions .292 .362
3. Health promotion and supporting follow-up care 13.0 .76
The family member’s participation in follow-up care .998 .983
Health education .444 .584
4. Counseling patients 11.7 .64
The patients’ problem situations .466 .572
Instructions in writing .349 .587
Instructions orally .585 .709
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having provided adequate information to both patients
and family members, and also having ensured that the
information was understood. The finding may be related
to the out-of-hospital context, where family members
possibly tend to be more active than in hospital circum-
stances. Secondly, it has been found [34–36] that the
family members’ fear, anxiety and restlessness in the
home context may render the situation more inconveni-
ent and challenging for care providers. Respondents in
this study also found arranging follow-up care to be de-
manding, although they wished to encourage the family’s
involvement in the care.
Finally, this study revealed that providing psycho-
logical support was seen as a demanding activity in
emergency situations. This may be understandable, con-
sidering that the care providers’ main focus is on man-
aging the acute situation. Still, there is no denying that
family members, often inevitably present in the care
situation, also require at least a modicum of attention, if
not earlier, then at least after the acute situation has
been resolved.
Methodological limitations
As no suitable instrument was available for this study, a
questionnaire was developed based on knowledge of
acute care competencies and of counseling patients and
family members in general. The research team consisted
of experienced researchers and the questionnaire was
pre-tested. The instrument is based on international re-
search finding, according to which the elements of coun-
seling can be considered rather universal [10]. The
actual data collection process covered all emergency staff
members in a major hospital district. The response rate
was 59% and the respondents were well representative of
the population. Results can be generalized to the entire
geographical area covered in this study. Even beyond
that, they can be useful in national and international
efforts to develop out-of-hospital emergency care.
Implications
Besides a wide range of acute care competencies, out-of-
hospital emergency care requires preparedness to
encounter and counsel patients and their families. The
elements of high-level counseling are mainly universal,
but their successful application to acute out-of-hospital
situations demands putting oneself in the patient’s and
family member’s situation and paying special attention
to the provision of care instructions to both patients and
family members to ensure continuous care. The pres-
ence and participation of family members is essential.
Good organization and implementation of emergency
care services rests on a solid national and regional foun-
dation and effective basic and continuous education pro-
grams. Last, patients’ and family members’ experiences
must be heard and included in training programs, to be
practiced during basic and continuing emergency staff
education. This is crucial for developing counseling
practices.
Conclusions
This study shows that care providers’ competencies in
encountering and counseling patients and family
members need to be developed to reach higher-level
practice in out-of-hospital emergency care. Family
members are very often involved in out-of-hospital
emergency care situations; they are the ones who call
for help and are present when the ambulance arrives
and when care is delivered. They will stay with the
patient after emergency care providers have left. The
counseling provided to them must help ensure patient
safety and continuity of care.
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